Summary and conclusions A rating scale was designed to measure performance in interviewing techniques in primary care. Peer review of audiovisual recordings of their consultations showed that a group of experienced general practitioners achieved significantly higher scores on the rating scale compared with a group of similarly experienced general practitioners who did not observe their recordings. The higher scores were obtained at the expense of longer consultations.
Introduction
The ability to communicate with a patient effectively has been described as the artistic aspect of clinical care.' It is important in defining a patient's problems and hence in arriving at a diagnosis. It is equally important when telling a patient what is wrong and enlisting co-operation in the management of their illness. Numerous studies have shown the relative inefficiency of the consulting techniques of doctors trained in the traditional model. [2] [3] [4] Maguire et al5 have shown that audio and more effectively audiovisual equipment can be used together with simulated patients to improve the interviewing techniques of students. Audiovisual equipment enables a doctor to observe his behaviour in the consulting room with patients. 6 We have tried to show similar techniques may be used in primary care, when the consultation assumes a central role and when a holistic approach within severe constraints of time is necessary. We present the results of a study among a group of experienced principals in general practice. munication7 we report our findings with a group of registrars in general practice (trainee assistant general practitioners).
Hypothesis
The study was designed to test the hypothesis that peer review of videotape recordings of doctor-patient consultations would modify the interviewing techniques and skills of experienced primary doctors.
Method
Seventeen experienced primary doctors each had two 30-minute consultation sessions recorded on videotape at intervals of between three and five months. All the doctors were members of practices engaged in vocational training for general practice. They were all aware that the study was designed to measure the quality of interviewing skills and techniques, but did not know precisely what criteria of measurement were to be used.
The videotape recordings were made in the doctor's own consulting room during an ordinary consulting session." The consent of the patients to record the consultation and to use it for research and educational purposes was obtained. Five of the doctors were members of the general practice unit of the Welsh National School of Medicine who had had regular experience of peer review.9 They formed the experimental group, who in the interval between the two recordings met weekly and discussed each others' recordings. We joined them at these meetings but were careful not to disclose the criteria used for measurement.
The remaining 12 doctors were members of teaching practices in South and Mid-Glamorgan. They constituted the control group and did not see their recordings or to our knowledge receive instruction or undertake any form of peer review exercise.
Measurement
To measure the interviewing techniques and skills that were displayed by the doctors, a general practice interview rating scale was designed. It consisted of 17 items, each of which was rated on a four point scale (table I). The ratings were converted into scores 0-3, a maximum total of 51 points being available.
The items in the rating scale were selected from two sources. The four raters were given videotapes to rate in a balanced design such that no rater saw a videotape of the same doctor more than once except where she was undergoing an intra-rater reliability check. They were allowed to spend as long as they liked with each tape, going over the same ground several times until they were satisfied that their ratings accorded with the criteria laid down in the manual. Generally a rater took about one hour to rate a videotape lasting half an hour. Every consultation was rated separately, and the raters were kept blind about the group to which each doctor was allocated. The mean of the total scores obtained by both the experimental and the control groups on the first recording was the same (28-0). On the second recordings the experimental group achieved a much higher score (36-1) than the control group (26 1). The amount by which the experimental group increased its mean score was statistically significant (P < 0-05). The control group's mean score on its second recording did not differ significantly from its mean score on the first recording ( figure) .
An analysis of the scores obtained for each of the variables showed that on the first recordings there were no significant differences between the two groups on any of the 17 variables. On the second recordings, however, the experimental group of doctors achieved higher scores than the control group on all the variables. For six items the difference was statistically significant (table II) . These were items 7 (use of facilitation), 9 (clarification), 13 (ability to pick up verbal and non-verbal leads), 15 (question style), 16 (warmth), and 17 (ending the interview). Differences between groups on total scores or on scores for individual items were all computed by t test.
The length of experience of general practice of both groups varied from four to 31 years. There was no correlation between the scores obtained on the first tapes and the length of experience in general practice. An analysis of both tapes of the control group and of the first tapes of the experimental group-that is, before any trainingshowed a positive correlation between the score achieved on an individual consultation and the time taken for that consultation (Y = +0-3). This correlation was significant (< 0-01 P > 0-001 N = 95). The average time taken for a consultation on the first recordings was similar for both the control (6-8 min) and the experimental group (7-5 min). On the second recordings, the control group took only an average of five minutes for each consultation whereas the experimental group took on average 10-5 minutes (table III).
Discussion
We have developed a rating scale that can be reliably used by independent lay people to measure certain components of the consultation in primary care. We did not use all the theoretical variables12 because some were clearly not appropriate and in others we could not achieve a satisfactory rater reliability. All the variables we included could discriminate between the behaviour of doctors during the consultation.
Our results show that a group of experienced general practitioners can achieve significantly higher scores on the rating scale after they have been able to observe their consultation techniques and after they have discussed the recordings in a peer group review. All the doctors in the experimental group were members of one group practice who had had experience of peer review. They were thus accustomed to accepting the critical comments of their colleagues and to this extent could cope better with the threatening experience of having the traditionally confidential primary care consultation exposed. They were consequently able to behave constructively, learn new skills, and expand existing ones because they were working in a support system.
It does not necessarily follow that the patients of these doctors subsequently fared any better than the patients of the control group of doctors, because even though there is evidence that improving the interviewing skills of medical students increases the quantity of data obtained from a patient,"3 these data still need to be analysed, synthetised, and translated into a plan of management. It seems reasonable, however, to assume that patients will benefit if the communication between them and their doctor is improved. Analysis of consultations recorded on audiotape has shown that some consultations were less effective than others because doctors used inappropriate interviewing techniques.'4 There is certainly a wealth of evidence to suggest that lack of understanding lies behind many of the complaints made by the public about their doctors.'5
In very many consultations general practitioners appear to develop a pattern of consulting behaviour that is singularly consistent.'4 In our study fewer interviews were recorded but there was no indication that the clinical material of the consultations differed substantially between the control and experimental groups or between individual doctors' first and second recordings. There was no correlation between the length of experience of primary care of the doctor and the score achieved on the rating scale. This suggests that the behaviour of the doctor is established within a few years of entering practice and in the absence of any opportunity to examine critically his performance persists unaltered.
Recording the primary care consultation with its traditional concepts of confidentiality could be regarded as introducing an element of unreality that might bias the results of any study designed to show improvements in the techniques of doctors. Other observers14 using audiotape found little evidence that the process of the consultation was inhibited. Our experience with audiovisual recordings showed that patients rapidly forgot that the consultation was being recorded. Doctors on the other hand did appear to remain conscious of the camera and when questioned afterwards said so. The continuing awareness of the doctor might be expected to result in a longer consultation than usual. The mean time of each consultation of both groups before any feedback was 6-4 minutes (range 1 1-15 6). These figures are comparable with those recorded in studies of consultation times in general practice in Britain. 1619 The scores achieved by both groups of doctors before any feedback show a positive correlation between the length of the consultation and the score obtained. Theoretically a short consultation could achieve a lower score because the doctor does not have time to demonstrate several variables-for example, silence. The constraints on time may clearly have been different for different doctors but so far as we know no change occurred in the organisation of the practices or appointments systems between the first and second recordings. The higher scores achieved by the experimental group of doctors after feedback were accompanied by a significant increase in the length of their consultations. This observation needs to be repeated because if it is true and positively related to outcome then it implies that "the ubiquitous five-minute appointment system"'6 needs to be questioned seriously.
It would have been impressive if we could have shown a correlation between the score achieved on the rating scale and some measure of outcome of the consultation. Unfortunately a questionnaire designed to measure the patients' satisfaction was unreliably answered. Nevertheless, there is evidence that outcome is affected by consulting techniques-for example, consultations that go wrong tend to be shorter than those that are satisfactory'4 and the outcome in psychotherapy has been shown to be dependent on the therapist displaying empathy, warmth, and genuineness.'0 WORDS CALLIPER, caliper. In orthopaedics a device applied to a limb comprising two rods joined together proximally and each turned inward at the distal end to enter an attachment, such as a socket in the heel of the shoe. Also an obsolete instrument for measuring the dimensions of the female pelvis (hence usually called a pelvimeter), similarly comprising two curved arms hinged at one end. The word stems from CALIBRE, originally the diameter of a bullet or cannon ball, and by extension, the internal diameter of a gun, and later of any cylindrical structure, such as an artery or bronchus. Whence calliper, an instrument for measuring the calibre of a gun or other hollow structure, or the external diameter of a convex body, and by analogy the orthopaedic device defined above. CALIBRATE was originally to measure the calibre of a thermometer tube, whence to graduate a gauge or scale of any kind with allowance for its irregularities.
